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ITEM NO.
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13.‘___.Primal’v Registration District NogZ_ & ™ =% = Registrars No./.fl_.__,____
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STATE FILE NUMBER

BY AFFIDAVIT OF

1. PLACE OF DEATH 2. USUAL RESIDEI.!CE {Where deceased lived. If institution: Residence before
a. COUNTY a. STATE ,,. . 'b. COUNTY admissi
Greene Missouri "IDalLlag "™
b. Cl1"‘Y {If ourside corparate limits, give TOWNSHIP only) Length of stay in 1b <. CCI)I.;Y Inside Limits
OWN  grringfield hvs) ©w pyrralo Yer. O No
c. FULL NAME OF {1f NOT in hospital, give location} Inside Limits d. STREET (If cutside, give location} Reside Farm\
N ] s | ' b
s Drs' Mem, Osteo, Hosp,  |Y ¥ MO Plaid Star Route No:
3. NAME OF DECEASED First Middla Last 4. DATE. Month Doy Tear
({Type or print) OF
Harvey M. Hackler DEATH 7 E b .
5. SEX 6. COLOR OR RACE 7. Married @ Never Married [] |8. DATE.OF BIRTH | 9 AGE (last birthday) | IF U:lhDER ¥ YEAR | IF UNDER 24 HR
. i . D P = Months Days Hours Min.
Male White Widowed [ Piverced O |7 2 /31 /1892 70 :
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mas} of warking life, even if retired) . . . : )
Parmer Apriculture Buffalo, Missouri U. 3, A,
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Jack Hackler Sturdebout - A PVIE Iinda Hackier
5. WAS DECFASED EVER [N U.5. ARMEC FORCES? | ITY NO. [17. INFORMANT Address
{Yes, no, or unknown) | (If yes, give.war or date
18. CE&SE OF DEATH (Enter only one causé INTERVAL BETWEEN
PART 1, DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE caust () _Congestive Circulatory Failure 36 _hrs,
Conditiors, if any,}  DUETO () _ Hypertensive Heart Disease inknown
which gave rise to - R
sbova causs (a),
stating the under- .
lying " cause last.]  DUETO.(c}_Apieriosclerosis
z w - PART'1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 111, deceased was female was
g disease condition given in PART | (a) thare a pregnancy in last 90 days.
2 . Diabetes Mellitus, O No ] [J Unknown
£ | 7o was AU'IOPS\' T ACCIDENT SUICIE  HOMICIDE | 20b. DESCRIBE AOW INJURY OCCURRED. (Enter nature of injury in PART | or FART 11 of jtem 15.)
I PERFORMED? [m] m} a :
Q YES[J NOIJ
o .
75| "20c. TIME OF  Hour  Month, Day, Year
a INJURY a.m.
] p-m.
= STATE

204, INJURY QCCURRED

WHILE AT WORK [
NOT WHILE AT WORK []

720e, PLACE OF INJURY (e.g., in or sbout home,
farm, factory, street, office bidg., eic.)

‘204, CITY, TOWN, OR LOCATION

COUNTY

Duth occurred at.

21. | attended the deceased ﬁom_L_L.i__Jim _1_"_5—_211#"1'&! last saw h|m alive o

on the date stated above, and to the best of my knowledge, irom the csuses stated.

22a. SIGNA‘I RE

(Degres or title}:

D. 0.

22b. ADDRESS

700 E Sunshine,

22c. DATE S{GNED

Soringfield, Ilio . <,

23c. NAME: OF CEMETERY OR CRE

EMATORY -

Poe
ADDRESS \J—- d 25. DATE RECD. BY LOCAL REG.
m b - 2~ £.3
{Li d Embalmer’s § on R Side)

23d. LOCATION [City, fown, or county)

Ba F-FAb.Qg_m_l_Eia_lLB;__—.
. RAE SIGNgJRg

[Staff=)




* "STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by‘:m.e,
I

' 7 ' Student Embalmer No.

or by

working under my personal supervision. . )
Signed Q(!S*u\/\"’l J () Cr/’"éé‘h-

Student (
Licensed Embalmer No »gl S 3

Signature of Student Embalmer

P. O. Address ’-B/«N-Q\-“QA Y)}()

Note: The - above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Faaiure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shail sign in his OWN handwriting.
If this body is not embaimed fact should be so stated above.




